*There is only one report of Ph' positive CNL in the English literature. 5 blood, the normal myeloblast and promyelocyte numbers in the bone marrow and the high/normal NAP score. The phenotype of this myeloproliferative disorder combined with the absence of Ph' chromosome would, in the premolecular era, be sufficient for a diagnosis of CNL. A Medline search of the English literature identified only one case of CNL in which the Ph' chromosome was detected in long term culture. The bcr/abl rearrangement has been consistently absent in the few cases in which relevant studies have been done but the need for more data has also been stressed. 3 The presence of the bcr/abl rearrangement in the case reported here suggests that the repertoire of the phenotypic expression of the hybrid bcr/ abl gene might include a disorder closely resembling CNL. This calls for redefinition of the diagnostic criteria for CNL to include the absence of bcr/abl, as a projection of the generally accepted requirement for absence of a Ph' chromosome. Even so, cases like the one presented here will remain difficult to classify, reflecting the presence of a continuum within the myeloproliferative group of chronic myeloid leukaemias. group.bmj.com on June 22, 2017 -Published by http://jcp.bmj.com/ Downloaded from which appear eosinophilic if the cytoplasm is plentiful and rich in mitochondria, or basophilic if more scanty with fewer mitochondria. Clear cell and chromophilic cell types of renal cell carcinomas co-express cytokeratin and vimentin and are thought to be derived from the proximal convoluted tubule.2 3 These cell types are commonly seen together in any one tumour. De-differentiated 'sarcomatoid' spindle cell forms of renal cell carcinomas are also seen. Some tumours are composed of pale chromophilic cells containing microvesicles but little glycogen or lipid, which express cytokeratin but not vimentin and are thought to be derived from the intercalated cells of the collecting duct.
Solid, acinar, trabecular, or tubulo-papillary architectural patterns may also be seen, frequently in combination, in any one tumour.1 Secondary changes such as cystic degeneration, haemorrhage and necrosis are also common in renal cell carcinomas.
There is some association between cell type and architectural pattern with the clear cell and chromophobic tumours producing a more solid compact pattern, whereas the chromophilic cell types usually produce a tubulopapillary pattern, with papillae containing fibrovascular cores.' The pure papillary variant contains prominent numbers of macrophages with foamy cytoplasm in the papillary cores.
In the present case the tumour described is a chromophilic renal cell carcinoma (Fuhrman grade 2, T2 NO Mx, stage 2)4 which is poor in mitochondria for the degree of eosinophilia present and has an unusual microtubular growth pattern and myxoid stroma. The tumour was monomorphic throughout. The absence of other degenerative changes suggests that the myxoid stroma is a primary component of the tumour.
The prognosis of renal cell carcinomas depends on the nuclear grade and the stage, and is independent of the tumour cell type and architecture, except for the sarcomatoid and papillary tumours which fare worse. 5 The clinical significance of the unusual tumour pattern described here is doubtful, but it has not been reported previously. The unusual appearance is a potential source of diagnostic errorother myxoid tumours, such as myxoid chondrosarcoma or leiomyosarcoma, may appear similar on initial microscopic inspection-but immunohistochemistry will provide the diagnosis. Accepted for publication 4 September 1996 D C Pearce, H G Peach, S J Farish Abstract Agreement between Helicobacter pylori IgG antibodies measured using the Pyloriset EIA-G kit in serum, plasma and successively thawed specimens was studied and the implications for epidemiological and clinical studies assessed. Plasma titres may differ from serum titres by -6% to +8% and therefore may be substituted for serum. The change in titre around the cut off value was -0.31 (se = 5.7, p = 0.96) per thaw. The estimated maximum drop after three thawings, 34.5, would result in only a small decrease in sensitivity (1.3%).
For qualitative epidemiological studies, this additional misclassification rate is relatively small. However, positive titres did reduce over successive thawings, with the estimated maximum drop being 11.4% per thaw. Therefore, thawing does need to be considered as a contributing factor when interpreting titre drops in eradication trials. Baseline and follow up specimens from clinical studies should be thawed once only and tested concurrently. 
